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Objective: To describe the socio-demographic characteristics and quality of life of elderly 
patients with systemic arterial hypertension; to correlate the quality of life with the time of 
diagnosis and number of medication, as well as to compare the quality of life with the type of 
medication. Method: In this cross sectional home survey design, 460 elderly people from rural 
areas were involved. The data was collected with the use of the following instruments: World 
Health Organization Quality of Life-bref and World Health Organization Quality of Life Olders. A 
descriptive analysis, Pearson correlation and t-Student test (p<0.05) were undertaken. Results: 
Predominant patient characteristics were: women between the age of 60 and 70, married, four 
to eight years of formal education, income of one minimum wage, living with their partners. The 
time of diagnosis was associated with lower quality of life in the physical domain. Elderly patients 
who used Inhibitors and Angiotensin Converting Enzyme and who did not use AT1 blocker had 
lower scores in relation to functioning of the senses. Those who used calcium channel blocker 
scored higher in relation to autonomy. Conclusion: there is a need for actions to control systemic 
arterial hypertension and its associated complications, with the purpose of improving quality of 
life.
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Introduction
The process of human aging is a reality 
worldwide(1). The increase in life expectancy is a result 
of a dynamic interaction between birth and death rates, 
associated with the technical scientific development and 
improvement of basic sanitation conditions(2).
The change in the age composition of the 
population was followed by changes in morbimortality 
causes, with higher incidence of chronic diseases. 
Among these, systemic arterial hypertension (SAH) can 
be highlighted, a multifactor medical condition which 
can cause functional changes in target organs like the 
heart, the brain, the kidneys and the blood vessels(3). 
In Brazil, according to the Risk Factors Surveillance and 
protection for chronic diseases by way of telephone 
survey (VIGITEL), SAH affects approximately 60.2% of 
the population over 65 years of age(2).
Several factors may contribute to the occurrence of 
the SAH, some of which are considered unchangeable, 
such as genetic inheritance, age, gender and ethnics, 
and some considered changeable, such as salt intake, 
stress, sedentary lifestyle, alcohol intake, smoking, 
among other factors(4). The changeable factors are 
subject to the healthcare professional’s action aimed at 
preventing SAH and maintaining quality of life (QoL).
The concept of QoL is considered subjective, 
multidimensional, with positive and negative aspects. 
It was defined by a group of academics supported by 
the World Health Organization (WHO) as “individuals’ 
perception of their position in life in the context of the 
culture and value systems in which they live and in relation 
to their goals, expectations, standards and concerns” (5). 
However, among those with SAH, QoL has been related 
to therapy, changes in lifestyle, personal habits, as well 
as the organization of healthcare, which can contribute 
to relieve the symptoms(6). A study involving adults and 
elderly with SAH, using the instrument Short-Form-36 
Health Survey (SF-36), showed that SAH affects QoL in 
the following aspects: general health status; physical, 
emotional and social performance; pain, vitality and 
mental health(7).
In addition, the QV of people with HAS may be 
affected by income, time of diagnosis, comorbidities and 
side effects of medications(4,8).
In this context, it can be noted that studies carried 
out in rural areas are rare, especially those which 
evaluate the QoL of elderly with SAH. The aging process 
of the rural area population is similar to that in the urban 
area; however, there may be greater difficulties due to 
poverty, social isolation, poor education, more precarious 
housing, restricted access to transport and distance 
from social resources and healthcare institutions(1,9).
The objectives were to describe the socio-
demographic and economic characteristics and QoL 
of elderly people with SAH who live in the rural area 
of Uberaba city; to correlate the QoL scores with the 
time of diagnosis of the SAH and with the number of 
medications used; to compare the elderly people’s QoL 
score with the type of medication used.
Methods
This study is part of a larger, population based, 
analytical, cross sectional and observational research 
which involved 850 elderly people living in the rural area 
of Uberaba, a city in the state of Minas Gerais.
The criteria for inclusion were: to be over 60 years 
of age, to live in the rural area of Uberaba-MG, to achieve 
the minimum score in the cognitive assessment, to 
auto diagnose with SAH and agree to participate in the 
research. There were 460 elderly people who matched 
the inclusion criteria.
The cognitive assessment was undertaken through 
the Mini Mental State Examination (MMSE), which was 
translated and validated in Brazil(10). The MMSE provides 
information about the different cognitive parameters, 
grouped into seven categories. The following cut-off 
points were established: 13 for illiterates, 18 for formal 
education from 1 to 11 years and 26 for formal education 
of more than 11 years(10).
In order to describe the profile of the elderly, 
a structured instrument based on the questionnaire 
Older Americans Resources and Services (OARS), 
developed by Duke University, was used and adapted 
to the Brazilian scenario(11). The socio-economic and 
demographic characteristics studied were: gender, age 
group, marital status, educational level in years of study, 
living arrangements and individual monthly income in 
minimum wages.
The QoL was assessed through the World Health 
Organization Quality of Life-bref (WHOQOL-BREF), 
general and validated in Brazil(12). This consists of four 
factors: physical, psychological, social relationships and 
environment(12). The instrument World Health Organization 
Quality of Life Olders (WHOQOL-OLD) is specific to the 
elderly situation and has also been validated in Brazil(13). 
It measures QoL using six aspects: sensorial functioning, 
autonomy, past, present and future activities, social 
participation, death and dying and intimacy(13).
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Concerning the questions related to the SAH, an 
instrument developed by the researchers was used, and 
involved the following: time of diagnosis (in years); how 
the disease was discovered; use and type of medication; 
reasons for discontinuing the medications; habit of 
measuring blood pressure and salt intake with the food. 
A pilot test was conducted to verify the suitability of the 
mentioned instrument to the proposed objectives.
The classification of the 6th Brazilian Hypertension 
Guidelines was used to classify the medications for anti-
hypertensive therapy: diuretics, adrenergic inhibitors, 
inhibitors of angiotensin-converting enzyme (IACE), 
calcium channel blockers, AT1 receptor blockers (BRA 
II) and direct vasodilator(3).
Fourteen trained interviewers collected the data 
at the patients’ homes between June 2010 and March 
2011. 
A spreadsheet was developed in the program 
Excel®, the data collected were processed into a 
microcomputer using double data entry. Later, in order 
to carry out the analysis, the data was transferred to 
the software Statistical Package for the Social Sciences 
(SPSS) version 17.0.
Data were analyzed through absolute frequencies, 
percentage, average and standard deviation. Student’s 
t and Pearson’s Correlation test (p<0.05) were used. 
The correlation intensity was interpreted as very 
low (r=0├┤0.25), low (r=0.26├┤0.49), moderate 
(r=0.5├┤0.69), high (r=0.7├┤0.89) and very high 
(r=0.9├┤1.0). Each factor of WHOQOL-BREF and aspect 
of WHOQOL-OLD were analyzed separately, with their 
own syntaxes. The scores varied from zero to 100, with 
the highest ones meaning better QoL.
The project received approval from the Ethics 
Committee on Human Research at Universidade Federal 
do Triângulo Mineiro under registration number 1477. 
The interview was conducted after the interviewees’ 
consent and signature of the mentioned form.
Results
Predominant patient characteristics were: women 
(53.9%) between the age of 60 and 70 (59.1%), married 
(65.1%), 1 to 4 years of formal education (32.3%), 
income of one minimum wage (49.6%), and who lived 
only with their partners (45.7%).
The majority of the elderly reported having the 
diagnosis of HAS for more than ten years (52.9%), 
which was found during a routine medical examination 
(43.8%) and when they sought healthcare after feeling 
unwell (41.6%). Most of them were used to measuring 
the blood pressure (90.5%) and used medication 
(95.9%) and, from these, 51.3% reported to undertake 
monotherapy.
It can be noted that 21.3% of the elderly stated to 
have discontinued the treatment before, 15.2% of them 
due to having forgotten to take it, 13.1% due to not 
showing any symptoms and 12% due to believing they 
were cured. Most of them affirmed to use little salt in 
their food (90.5%).
Concerning QoL, the elderly evaluated it as good 
(57.1%) and were satisfied with their health (59.9%).
In relation to QoL and the time of the SAH 
diagnosis, it could be noted that the longer the time, the 
lower the QoL score in relation to the physical factor, the 
correlation being very low (r=-0.11; p=0.019); there 
was no correlation with other factors and aspects.
There was no correlation between the number of 
medications used and the QoL.
Table 1 below shows the scores of the QoL in 
relation to the type of medication used.
Table 2 below shows the QoL scores (WHOQOL-OLD) 
in relation to the type of medication the participants used.
Table 1 – Distribution of QoL scores (WHOQOL-BREF) in relation to the type of medication used for the SAH treatment. 
Uberaba, MG, Brazil, 2011
Medication Physical Psychological Social relationships Environment 
IACE
Yes 66.48 69.04 73.34 61.53
No 64.59 68.80 74.03 63.24
t=1.280 t=0.202 t=-0.579 t=-1.558 
p=0.201 p=0.840 p=0.563 p=0.120
Calcium Channel Blocker
Yes 62.75 68.60 76.49 62.28
No 66.03 68.98 73.26 62.30
t=-1.460 t=-0.205 t=1.786 t=-0.014 
p=0.145 p=0.838 p=0.075 p=0.989
(continue...)
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Table 1 - (continuation)
Medication Physical Psychological Social relationships Environment 
Direct Vasodilator
Yes 50 47.91 66.66 54.68
No 65.70 69.02 73.68 62.33
t=-1.406 t=-2.290 t=-0.779 t=-0.921 
p=0.160 p=0.022 p=0.436 p=0.357
Diuretics
Yes 64.84 67.96 73.55 62.23
No 66.39 69.85 73.74 62.35
t =-1.058 t=-1.560 t=-0.160 t=-0.110 
p=0.291 p=0.119 p=0.873 p=0.912
Central Adrenergic Inhibitor + 
Beta blocker
Yes 66.05 69.20 73.84 62.25
No 63.33 67.49 72.65 62.59
t=-1.341 t=1.015 t=-0.721 t=-0.227 
p=0.181 p=0.311 p=0.471 p=0.821
BRA II
Yes 64.08 68.45 73.69 61.74
No 65.92 69.03 73.64 62.40
t=-0.896 t=-0.336 t=0.027 t=-0.432 
p=0.371 p=0.737 p=0.979 p=0.666
Adrenergic Inhibitor
Yes 61.94 68.53 74.71 61.85
No 65.88 68.96 73.58 62.33
t =-1.303 t=-0.171 t=0.464 t=-0.211 
  p=0.193 p=0.864 p=0.643 p=0.833
Table 2 – Distribution of the QoL scores (WHOQOL-OLD) in relation to the type of medication used for SAH treatment. 
Uberaba, MG, Brazil, 2011
Medication Functioning of senses Autonomy
Past, present and 
future activities
Social 
participation Death and dying Intimacy
IACE
Yes 68.40 67.27 69.24 66.02 70.20 72.59
No 73.13 67.12 70.07 67.33 73.70 74.15
t=-2.208 t=0.074 t=-0.763 t=-1.091 t=-1.544 t=-0.959 
p=0.028 p=0.941 p=0.446 p=0.276 p=0.123 p=0.338
Calcium Channel Blocker
Yes 70.76 73.66 68.52 67.52 70.53 72.99
No 70.48 66.31 69.76 66.48 71.93 73.33
t=0.085 t=2.448 t=-0.733 t=0.569 t=-0.405 t=-0.139 
p=0.932 p=0.015 p=0.464 p=0.569 p=0.686 p=0.889
Direct Vasodilator
Yes 40.62 37.50 71.87 59.37 21.87 87.50
N0 70.64 67.32 69.60 66.63 71.98 73.22
t=-1.848 t=-1.994 t=0.271 t=-0.800 t=-2.940 t=1.182 
p=0.65 p=0.47 p=0.786 p=0.424 p=0.003 p=0.238
Diuretics
Yes 70.61 66.47 69.63 66.97 71.47 74.19
No 70.42 67.88 69.59 66.26 72.04 72.44
t=-1.210 t=-0.498 t=0.405 t=-0.567 t=-0.593 t=-0.707 
p=0.227 p=0.618 p=0.685 p=0.571 p=0.554 p=0.480
(continue...)
519
www.eerp.usp.br/rlae
Tavares DMS, Paiva MM, Dias FA, Diniz MA, Martins NPF.
Discussion
The predominance of women has been observed 
in other studies undertaken in Brazil. In a research 
carried out by VIGITEL, SAH affected 64.7% of elderly 
females(2). Another study involving adults and elderly 
people with SAH in a rural community located in the 
Northeast of the state of Minas Gerais also showed a 
predominance of females (51.6%)(14).
In relation to age group, a similar situation was 
seen in a research involving the elderly in the rural 
area of Taquarituba-SP, which showed predominance of 
people between 60 and 70 years old (57.7%)(15). The 
monitoring of the elderly in this case is the responsibility 
of primary healthcare, with the aim of preventing 
comorbidities and avoiding the functional impairment of 
older people.
As for the marital status, these findings confirm 
those of a study involving the elderly living in the 
rural area of Taquarituba-SP, in which 53.8% stated 
to be married or to be in a de facto relationship(15). 
In this context, the home visit is an important way of 
investigating the potential of the partner in supporting 
the SAH treatment, due to greater chances of identifying, 
in loco, the relationships established by the members of 
the family.
The level of education in this study is similar to the 
level found in a research involving adults and elderly 
with SAH living in a rural community located in the 
Northeast of the state of Minas Gerais, in which 39% 
reported to have had one to four years of study(14). The 
greatest difficulties for controlling blood pressure are 
related to low level of education(4-16).
In relation to the income, a different result was seen 
in a study carried out with the elderly living in the rural 
area of Taquarituba-SP, in which 36.5% stated to have 
an income of one to two minimum wages(15). Low income 
can compromise the treatment of the elderly with SAH, 
in particular regarding diet and use of medications, when 
this is not covered by the public healthcare system. 
Moreover, the performance of medical examinations 
required for monitoring and control of SAH is also 
harder, due to the fact that these services are located 
in the city areas.
It can be stated that there is a need for healthcare 
professionals, together with the community, to adopt 
strategies for coping with these challenges resulting from 
lower socio-economic status, according to the availability 
of resources in each location and of healthcare services.
Concerning the living arrangements, a higher 
number (52.8%) was seen in a research undertaken in 
Campinas-SP, which involved elderly with SAH who lived 
in the urban area(16). Partners may be involved in the 
treatment of elderly people with SAH to ensure better 
adherence to it, in case of a favorable relationship and, 
if this is not the case, to try to encourage partners to 
cooperate in order to improve the health conditions of 
both of them.
A study conducted in a healthcare unit, which 
focused on the elderly, verified that the members of 
a group found out to have SAH while seeking medical 
care and reporting signs and symptoms (headache, neck 
Table 2 - (continuation)
Medication Functioning of senses Autonomy
Past, present and 
future activities
Social 
participation Death and dying Intimacy
Central Adrenergic 
Inhibitor + Beta blocker
Yes 70.96 66.94 69.72 66.85 72.48 73.63
No 68.04 68.66 69.01 65.23 67.78 71.39
t=-0.984 t=-0.631 t=0.463 t=0.987 t=1.507 t=1.020 
p=0.326 p=0.528 p=0.644 p=0.324 p=0.133 p=0.308
BRA II
Yes 75.53 67.23 68.92 67.94 71.96 76.52
No 69.62 67.19 69.73 66.37 71.73 72.72
t=1.990 t=0.013 t=-0.525 t=0.949 t=0.074 t=1.723 
p=0.047 p=0.462 p=0.600 p=0.343 p=0.941 p=0.086
Adrenergic Inhibitor
Yes 65.52 65.30 68.75 65.30 69.18 71.12
No 70.85 67.33 69.67 66.69 71.94 73.43
t=0.047 t=0.594 t=-0.254 t=1.110 t=-0.088 t=-0.719 
  p=0.962 p=0.553 p=0.800 p=0.268 p=0.930 p=0.473
520
www.eerp.usp.br/rlae
Rev. Latino-Am. Enfermagem 2013 Mar.-Apr.;21(2):515-22.
pain, dizziness, arm numbness), and the members of 
other group during a healthcare service’s triage(17).
An international study carried out in Australia and 
involving adults and the elderly living in rural areas 
showed that most elder females (77%) checked their 
blood pressure, on average, once a year(18). There are 
some factors that can interfere with the measurement 
of blood pressure, such as long distances between 
some farms and healthcare units and restricted access 
to transport. On the other hand, it is possible that 
elderly people do not consider it important to monitor 
blood pressure, taking into consideration that SAH is 
sometimes asymptomatic.
In a study carried out in the urban area of President 
Venceslau, in the state of Sao Paulo, more than 50% of 
the participants reported to have stopped drug therapy 
and the main reasons for this interruption were the 
following: the side effects, the fact that they did not 
feel anything and believed to be cured. Such findings 
indicate that the factor affecting adherence to SAH 
treatment was related to the elderly’s understanding 
about the health-disease process(19).
The literature shows that salt intake is still much 
higher among people with SAH than that recommended 
by the World Health Organization(3), which shows the 
need for incentives to reduce salt intake and processed 
products that have high salt content, highlighting the 
importance of changing this habit to control blood 
pressure.
Regarding QoL, a study involving the elderly 
living in rural areas showed that QoL was considered 
satisfactory and may be related to better adjustment to 
aging(20). Health satisfaction can be related to the health 
care delivered to the elderly considering Family Health 
Strategy coverage.
The highest score in relation to the social 
relationships factor may be associated with greater 
affective connection with neighbors, friends and family, 
resulting from the stability of the elderly in rural areas(20). 
The elderly’s social relationships positively affect 
mental and psychological health(21), which facilitates 
the understanding about the disease and coping 
mechanisms, thus contributing to treatment adherence.
The environmental factor analyzes, among other 
factors, the financial resources, the availability and the 
quality of health and social care and transport(12), which 
can be difficult in this area and negatively impact the QoL.
A study undertaken in a fishing community in 
Santa Catarina found that elderly people with chronic 
diseases are more concerned due to difficulties to get 
access to other healthcare resources and the worsening 
of health issues, which supposedly affects the QoL(21). 
In addition, it is shown that elderly people living in rural 
areas experience higher degree of poverty, with poorer 
homes, social isolation, restricted access to transport 
and distance from healthcare units(1).
In relation to the intimacy aspect, it assesses the 
ability to maintain personal and intimate relationships(13). 
SAH treatment requires health changes, such as diet and 
physical activities. Under this perspective, the present 
study’s data indicate good personal relationships, 
showing that it is possible to work together with family 
members, in particular partners, given that most of 
them are married, towards being co-responsible in the 
healthcare of the elderly.
The social participation aspect assessed the 
participation in community activities(13). A research 
found that elderly people with lower levels of education 
and income have more difficult access to leisure and 
fun, and this can affect their health conditions(15). Rural 
areas offer fewer opportunities for social activities 
than city areas. The fact that most elderly people who 
participated in this study has a monthly income of one 
minimum wage can make it hard for them to participate 
in community activities and to have access to transport 
to other locations, which restricts social participation 
and compromises the QoL.
A study undertaken with elderly people living in a 
fishing community showed that QoL is related to energy 
and work, that is, to their physical ability(21). This fact 
may be associated with the chronic nature of SAH, which 
progressively causes injuries to target-organs, thus 
compromising the QoL of the elderly.
Drug therapy aims at reducing cardiovascular 
events through blood pressure control and the 
consequent lower morbimortality related to the SAH(3). 
The use of monotherapy is based on a pathophysiological 
mechanism of the patients and their personal features, 
number of morbidities, associated or not, and economic 
conditions(3). The use of drug therapy can be understood 
based on the particularities of each elderly, the action of 
the anti-hypertensive medication and the availability of 
the medication by the public healthcare service.
It is the multi-professional team’s responsibility to 
assist with blood pressure control through SAH control 
without the use of medication and the adoption of 
lifestyle changes, besides making these elderly people 
understand the risks SAH can cause when left untreated. 
A research reviewing the multi-professional approach in 
relation to SAH control of the elderly highlighted that 
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nurses establish a relationship of trust which includes 
socio-economic, physical and psychological aspects(22).
In relation to the medications used, direct 
vasodilators act on the muscles of the vascular wall, 
which relaxes with vasodilation and reduces the 
peripheral resistance and, as a consequence, can cause 
fluid retention and reflex tachycardia(3). Such side 
effects associated with drug dependence may affect the 
psychological aspect that assesses self-esteem, body 
image, positive and negative feelings(12).
Concerning the IACE, it can have taste change as 
a side effect(3), which affects the functioning of senses.
As for the calcium channel blockers, they are 
effective in treating SAH and reducing the incidence of 
cerebrovascular accident (CVA), despite presenting some 
side effects, such as headache and dizziness(3). The 
highest QoL score concerning the autonomy aspect can 
be related to the choice of medication for SAH treatment, 
which can promote a greater decision power of the elderly 
in relation to their treatment, so that the criteria for 
adopting a drug therapy used by a doctor should involve 
individual features and adjustment to the medication.
Due to vasodilation, this medication can cause 
reflex tachycardia and fluid retention(3), which can affect 
the comparison of QoL among groups that use this 
medication. In addition to the side effects that cause 
discomfort, the use of other associated medications can 
affect the QoL. A research reviewing the elderly with 
SAH showed polypharmacy, often found among the 
elderly, as a restrictive factor in the anti-hypertensive 
treatment(22).
With regard to BRA II, they block the AT1 receptors 
and stop the effects of angiotensin II, being often 
used within patients with high cardiovascular risk and 
comorbidities, as it presents less intolerance and few 
side effects(3). The highest score concerning sensorial 
functioning may be associated with better adjustment to 
the medication on the part of the elderly, due to lesser 
side effects of the BRA II.
The results of the present research show the lack of 
knowledge on the part of the elderly in relation to their 
diseases, and the need to implement educational actions 
that approach SAH. It also highlights the importance 
of the educational role of the nurses concerning the 
understanding on the part of the elderly with SAH 
about the health-disease process. On the other hand, 
nurses should propose strategies to help the elderly 
remember to take their medication, how to put it always 
back in the same place or even seek the assistance 
of a family member. There is also the need to work 
on the recent memory of the elderly, through games 
and reading, in order to promote their independence 
in relation to healthcare. The need for actions like 
nursing consultations, home visits and health education 
activities with the purpose of providing information to 
the elderly about the prevention and complications of 
SAH and comorbidities can also be highlighted. Daily use 
of medication and their side effects can also be added, 
as well as the damage to target-organs that can result 
from SAH in the long term.
It is important to emphasize that nurses should 
establish a connection with the elderly and their families 
so that together they are able to develop strategies to 
improve adherence to SAH treatment, yet encouraging 
the elderly’s independence. The advantages of 
treatment adherence, as well as monthly blood pressure 
measurement, the reduction of salt intake and the 
performance of physical activity are also noteworthy. 
These strategies can be encouraged individually or 
collectively, involving family members and valuing the 
rural areas. When checking the medications used by the 
elderly, nurses can inform them about the main side 
effects that affect the QoL, in a manner that reduces the 
impact in their daily lives. For such, greater emphasis 
should be given on the dynamism and autonomy of the 
elderly, aiming at improving treatment and consequently 
QoL. Furthermore, after the prescription of anti-
hypertensive medication, it should be part of nursing 
care to clarify its functioning mechanism and follow up 
the elderly’s adjustment to it.
Conclusions
Based on the above data, it can be said that there 
is a need for actions directed at the elderly with SAH 
living in rural areas, with the purpose of contributing 
to the improvement of issues related to the SAH and 
the encouragement of consultation and participation of 
these people in healthcare units, in order to promote 
a better QoL for this population. There is a need for 
healthcare professionals, mainly nurses, to have 
scientific knowledge that enables them to assist with the 
choice of treatment. They should be aware of the main 
benefits and drawbacks that medication can cause on 
the elderly, as well as of the issues related to adjustment 
and impact caused on the QoL.
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